We decided to coil the RCA coronary artery fistula (CAF). We were using transfemoral approach. 1. First attempt we use a guide catheter of JR 4.0 6f, Microcatheter progreat 2.4, guidewire of asahi fielder, micro coil tornado cook 8/4 mm. 2. Our first attempt failed to deploy the coil to the targeted site. 3. After trying for a while, the final coil position was blocking osteal RCA. 4. We decided to snare the coil using Sequre Snare System LTE SM 04 5. The first time snaring went out of trouble 6. We deploy the coil again using the same material but still we can't get the coil to the targeted site, and this time the position even worse than our first attempt. 7. We decided to snare the coil again using the same snare. 8. When we snare for the 2nd time, the coil was stuck at the osteal of the RCA. 9. Eventually we managed to snare the coil out of the RCA but the position of the coil is in front of our guiding catheter. 10. We try to manipulate the coil, snare and guiding catheter, but it is no use 11. The coil was still stuck in front of the guiding catheter and introducer sheath. 12. We then use a Sapphire Balloon 2.0x20 mm, we insert the balloon to the guiding catheter, we inflate the balloon, so it entraped the microcatheter, snare and the coil. And then we pull out all those material simultaneously. 13. We reviewed what our mistakes was 14. Our 2nd attempt was using a guiding catheter of AL-1, microcatheter progreat, guidewire asahi fielder, and microcoil tornado cook 6/4 mm 15. The 2nd attempt of coil deployment went out of trouble. But it was not sufficient to close the CAF. 16. We asked for another coil but the insurance didn't cover for more than 2 coil within a procedure. 17. We then utilize the first coil (which we assume at first to be broken). We trimmed the coil and deploy it to the CAF. 18. Deployment of used coil went perfectly fine, it reduces the CAF flow significantly yet it is not enough. 19. We then used the part of guidewire hi torque floppy as a coil substitute. 20. Deployment went out of trouble and at last the CAF was closed nicely.
Case Summary:
A 68 Y.O female presented with typical chest pain at exertion. Patient had history of PTCA and surgical coronary artery fistula (CAF) ligation 2 years prior. Coronary angiogram showed a patent stent at proximal LAD, partially ligated CAF from LAD to pulmonary artery (PA), and a large CAF from RCA to PA. The RCA CAF was then decided to be closed using microcoil embolization device. With transfemoral approach. The first attempt was using materials of JR 4.0 6F, microcatether progreat 2.4, asahi fielder and microcoil tornado cook 8/4 mm. The coil deployment went with trouble. The coil could not be seated to CAF perfectly, with the end result of the coil blocking osteal of RCA. The coil was then snared with sequre snare system LTE SM 04. The second attempt to deploy the coil was done with the same difficulty. The coil was then snared again, but this second time, the snaring encountered some troubles. The coil stuck in front of the JR and introducer sheath. PTCA balloon (sapphire 2.0x20mm) was then used to help snare out the coil. After that we reviewed our mistakes. The second attempt was using different materials, AL-1 and microcoil with a smaller size (6/4 mm). The coil could then be deployed easily but it was not sufficient to close the CAF. Since the insurance didn't cover for an additional coil, the coil from the first attempt and PTCA guidewire (hi torque floppy) was then used as a coil substitute. The end result was that the CAF was closed nicely using those materials. [Interventional Management] Procedural step: PCI was done with JR4 6 French guiding catheter. RCA was wired with Sion. Intravascular ultrasound (IVUS) insertion was attempted to assess RCA lesion but was unable to pass despite predilatation with tazuna 2.5/15, flextome 2.5/10, and hiryu 2.5/ 15 up to 18 ATM. Resolute integrity 2.75/14 was initially planned to be placed in middle RCA but still could not pass with frequent backing of guiding catheter, so the stent was placed in proximal RCA. Guiding catheter was changed to 6 French AL1 for better support. RCA was rewired with sion wire. Flextome 2.5/10 was again inserted to prepare the middle RCA ISR however the flextome could not pass through the mRCA stent. The flextome was trapped in pRCA stent during withdrawal. Multiple techniques to retrieve the trapped balloon were used. Reinflation of cutting balloon and pull failed. Then a buddy wire with Universal BMW wire with inflation of buddy balloon (including sapphire II 1.0/ 10, 1.2/15) along side the cutting balloon was attempted. Double guiding technique was attempted with another vascular access with right femoral approach with insertion of another 6 French SAL 0.75 guiding catheter but failed to engage the RCA. Later, a 5 in 6 ST01 catheter was used but failed to advance in the AL1 guiding catheter. Finally 6 Fr guideliner successfully retrieved the trapped cutting balloon with multiple manipulations. The original stent in proximal RCA was damaged with multiple manipulations and a second resolute integrity 3.0/15 was inserted to the proximal RCA. The middle RCA was not stented at the end and RCA showed TIMI III flow. LAD ISR was left for second stage.
